INTRODUCTION
The spine represents the most frequent site of skeletal metastasis. Of the malignant tumors that secondarily involve the spine, carcinomas of the lung, breast, and prostate are most frequently encountered (1).
Magnetic resonance imaging (MRI) is a powerful diagnostic
tool that can be used to distinguish spinal metastasis from infectious spondylodiscitis (2) . Typical spinal metastasis shows complete replacement of normal bone marrow in the involved noncontiguous vertebrae. Destruction of vertebral bodies with compression fracture is occasionally visible. Paraspinal or epidural soft tissue infiltration also implies spinal metastasis, and pedicle involvement can be seen (1) . However, it is challenging to differentiate spinal metastasis from infectious spondylodiscitis in the presence of only diffuse bone marrow infiltration with paraspinal soft tissue infiltration in contiguous vertebrae without significant vertebral body collapse or destruction. Furthermore, if the patient has ambiguous laboratory findings and clinical symptoms, an accurate diagnosis can be more difficult to reach.
We experienced an unusual case of breast cancer spinal metastasis that mimicked findings of infectious spondylodiscitis on MRI.
CASE REPORT
A 75-year-old woman was admitted to our hospital with complaints of right upper extremity weakness and left shoulder pain
Contiguous Spinal Metastasis Mimicking Infectious Spondylodiscitis 감염성 척추염과 유사하게 보였던 연속적 척추 전이의 증례
Differential diagnosis between spinal metastasis and infectious spondylodiscitis is one of the occasional challenges in daily clinical practice. We encountered an unusual case of spinal metastasis in a 75-year-old female breast cancer patient that mimicked infectious spondylodiscitis. Magnetic resonance imaging (MRI) showed diffuse bone marrow infiltrations with paraspinal soft tissue infiltrative changes in 5 contiguous cervical vertebrae without significant compression fracture or cortical destruction. These MRI findings made it difficult to differentiate between spinal metastasis and infectious spondylodiscitis. Infectious spondylodiscitis such as tuberculous spondylodiscitis was regarded as the more appropriate diagnosis due to the continuous involvement of > 5 cervical vertebrae. The patient's clinical presentation also supported the presumptive diagnosis of infectious spondylodiscitis rather than spinal metastasis. Intravenous antibiotics were administered, but clinical symptoms worsened despite treatment. After pathologic confirmation by computed tomography-guided biopsy, we were able to confirm a final diagnosis of spinal metastasis. bone marrow spaces (Fig. 3) . These histological results provided evidence for metastatic breast invasive ductal carcinoma.
Index terms
On the follow-up MRI after 2 weeks, diffuse bone marrow infiltrations were more prominent, and the paraspinal soft tissue infiltrative change also extended to the epidural space. Nevertheless, the vertebral body heights and endplates were still preserved without collapse or compression fracture (Fig. 4) .
Subsequently, the patient presented with a drowsy mentality, disorientation, and general weakness. However, the patient' s family refused spinal surgery or intensive care unit treatment. Finally, the patient expired due to respiratory failure.
DISCUSSION
The spine is one of the most common sites of metastasis in many cancers such as breast, prostate, thyroid, and lung cancers. In retrospect, despite its likeness to infectious spondylodiscitis, more specifically tuberculous spondylodiscitis, the MRI findings of involvement of marrow in ≥ 5 contiguous vertebrae and paraspinal soft tissue infiltrative change with relatively preserved intervertebral discs and vertebral body cortex were more highly indicative of spinal metastasis than infectious spondylodiscitis. However, the differential diagnosis may still be difficult in similar cases in future. A patient's history of pre-existing ma-
